INTERVENTIONS IN UK FERTILITY CENTRES
Continuing to deliver: the evidence base for pre-implantation genetic screening Darren We respond to the comments made in the BBC commissioned article by Heneghan and colleagues and the Panorama programme by Deborah Cohen about pre-implantation genetic screening (PGS), which was among the three "add on" treatments highlighted in the programme and the 41 listed in the article. 1 2 Currently an extensive evidence base supports the efficacy of PGS: more than 20 retrospective studies and four randomised controlled trials suggest that, if performed to a high standard, PGS can, and does, improve IVF success for some patient groups. [3] [4] [5] [6] [7] We accept, however, that all studies are open to criticism and thus support further investigations, randomised and retrospective. However, the programme, in our view misleadingly, gives the impression of viewing PGS as unsupported by published evidence. We also question the wisdom of highlighting the opinion of only one laboratory, known opponents of PGS, without providing balance by presenting the evidence base in favour of PGS.
We are strong advocates of evidence based medicine and agree that medical practice should be supported by "well designed and conducted studies." We emphasise, however, that the quality of study design is comparatively easy to assess by reading an article: whether the study has been well conducted is more difficult to judge. The study by Mastenbroek et al (the only one cited in the programme) is a clear example 8 : mining the evidence indicates that the authors' specific practice of cleavage stage embryo biopsy, not screening for chromosome abnormalities in itself, led to reduced IVF success/pregnancy rates. In any case, PGS has now moved on to trophectoderm biopsy and whole karyotype screening (both improved procedures) and higher quality embryological practice.
We thus offer the hand of collaboration to the Oxford group in the hope of working together to consider the evidence base that supports IVF innovations in general (and PGS in particular) in its unique setting. In a discipline in which the outcome measure is the likelihood of achieving a healthy live birth, countless individual components can have a profound effect on the success of IVF. To assess each individually in randomised controlled trials would be prohibitive and far too late for many: indeed Together we can consider the comparative value of single centre and retrospective studies and the possible pitfalls surrounding relying on randomised controlled trials alone. We should also consider the implications of not implementing PGS-for example, the harm that could be caused to patients who have an adverse outcome assuming that they could, and would, have chosen to avoid it had PGS been offered.
We all want every patient receiving IVF to be given the highest possible chances of success. With an open minded, pragmatic approach to evidence based medicine, we can increase success rates further.
